Discrepancy and ambivalence in attitudes toward behavior change in cardiac rehabilitation
Background Despite a decline in cardiovascular mortality over recent decades, cardiovascular disease (CVD) remains the leading global cause of death and loss of disability-adjusted life years. 1 Considered primarily a 'disease of lifestyle', coronary heart disease (CHD), the most common manifestation of CVD, is amenable to risk factor modification and reduction. 2, 3 Cardiac rehabilitation (CR) is an effective approach for cardiovascular risk reduction, [4] [5] [6] [7] with national and international professional cardiovascular bodies recommending CR attendance as an essential component of the contemporary management of persons with CHD. [8] [9] [10] [11] [12] Despite impressive rates of initial behavior change in people attending CR programs, many fail to maintain the gains achieved. [13] [14] [15] [16] Most worrying are the declines in physical activity, with up to 60% of people with CHD failing to comply with physical activity recommendations. 15, [17] [18] [19] There may be an assumption, based on the small percentage of eligible individuals who actually attend CR, despite its free availability in Australia, for example, that these people are motivated to reduce their risk of a future cardiac event by adopting and maintaining health-enhancing behaviors.
Although behavioral changes may be made in the period immediately following the cardiac event and throughout the CR program, maintenance of these behaviors often remains a significant challenge. 20 This is evident through weight gain and decreased self-reported activity levels. 21 It seems that previous motivation levels (perhaps related to the recent experience of fear of death or incapacity) decline sharply. What is not known is why these individuals seem to drift back to inertia. This paper describes CR attendees' beliefs and attitudes toward changing selected behaviors, with the hope of elucidating the processes by which they experience and understand their health and behaviors. This investigation took place as part of a study examining the impact of motivational interviewing on resolving ambivalence and facilitating behavior change.
Although motivational interviewing techniques were used during interviews with patients, the crux of this paper focuses on the individual's thoughts and experience of changing behaviors during the early stages of cardiac rehabilitation.
By examining in-depth their meanings of behavior change, we can better understand what we need to do as health professionals to assist patients to maintain healthy behaviors learned in CR. This study has explored patients' thinking, understanding, and behaving, to obtain their perspective on changing to be healthier and what factors/thinking patterns impact on achieving recommendations made by health professionals.
Methods

Participants
Participants were part of an on-going randomized controlled trial funded by the Australian Research Council (LP 0560501) designed to evaluate the effectiveness of motivational interviewing. Fluency in, and ability to understand English was required in order to give informed consent, complete study instruments with minimal assistance, and participate in motivational interviewing sessions.
Data Collection
This study took place in three comprehensive, out-patient, nurse-led CR services in Sydney, Australia. A detailed account of the motivational interviewing intervention has been reported elsewhere. 22 All interviews for this project were conducted by a single interviewer, an experienced cardiac nurse, who undertook a 2-day motivational interviewing training program, followed by a further 6 days of training throughout the duration of the study. With the consent of participants, the intervention sessions were audio taped and transcribed verbatim.
Analysis of transcripts
Twenty-five participant interviews were randomly selected for transcription.
Participants were asked to identify an area of behavior change that they wished to address. We addressed physical activity as this is a behavior integral to many risk reducing behaviors including weight loss, smoking cessation and improving a sense of well being.
The twenty-five transcripts were assessed by an independent reviewer from a different Although MI was the style of interviewing used to collect data, this paper reports on a qualitative analysis of the interviews focusing on participants' meanings of behavior change. Data from each interview were coded, labeled, and organized into categories based upon common meanings leading to the emergence of major themes relating to exploring participants' perceptions and reactions to changing behavior. An inductive process of qualitative thematic analysis was used to interpret the study data. 
Contradictions in discourse reflect ambivalence to change
Participants discussed their thoughts on implementing behavior change to reduce their risk of having another cardiac event and improve their health. Prominent in participants' discussions, even those who seemed quite motivated, were discrepancies between what they should do and what they actually were doing. For example, one man described his thoughts on why he was not exercising:
I know I have to organize myself to go back to how I used to be, but I don't. I've got a set of exercises on video called gentle exercises. You can do them in front of the TV. I love them, I want to do them, but I don't. It's crazy. (Geoff)
In this excerpt, Geoff voices his bemusement with the discrepancies he recognizes within his own thoughts and behaviors. Although he has the knowledge, resources, and capacity to facilitate health improvement and risk reduction, he does not act. By engaging in such meta-cognitive processes, the participants began to reflect on their own thoughts and behaviors, becoming more self-aware, yet frustrated with an inability to resolve discrepancies between their own knowledge and behaviors. In some cases, it was only through further probing that they revealed their feelings. For example, Bruce discussed the need to reduce weight as a method of controlling hypertension: One woman depicted her perception of her internal struggle:
It's like a tug-of-war with yourself…It's like the devil and the good person (Kerry).
Kerry portrays her internal dialogue and behaviors as a struggle between the positive and negative sides of her psyche. The 'good person' exercises and eats healthily, while the 'devil' is idle and overindulges. These views reflect the ambivalence and internal struggle of many of the participants as they strive to do the right things yet experience internal and external barriers.
Contradictions in discourse reflect misconceptions
In contrast to participants voicing their mixed feelings regarding changing their health behaviors, discrepancies were not always consciously recognized. In fact, it was revealed through dialogue with several participants that they misunderstood or misconceived information pertaining to healthy eating guidelines. For example, participants described daily food intake and physical activity, thinking they were doing the right thing. The reality, however, reflected extensive misconceptions as evident in the following excerpt from Dave who has an 11-year history of Type 2 diabetes and more recently, CVD. When asked about diet-related behavior, Dave stated:
"…this week, for example, I went out on Monday night and had a mild curry and then a fruit flan with a little bit of cream on top which I thought was alright but I got up the next morning and I was 12.2 (blood glucose).… I've since gone back to normal. I've got to have my rockmelon before I go to bed. That must be a low GI or something." (Dave)
Despite the duration of Dave's diabetes, it appears that fundamental misconceptions pervade his understanding of nutrition and diet which directly impact on his ability to self-manage. Dave's remarks signal his divergent meanings for general health concepts, as seen in the following excerpt:
"…I've come here (CR) and started exercising, which I never used to do. I've never exercised in all my life. I was always physically fit though." (Dave)
One may assume that exercise is a necessary component of being physically fit. These incongruous statements underscore the importance of exploring these issues with patients. Misconceptions were also evident regarding medications and weight management.
Contradictory discourse of cardiovascular disease
Another facet of misconceptions that emerged from discussions with participants involved the language and terminology of CVD. The following exchange depicts the interviewer attempting to clarify a detected misconception in Geoff's discussion of his diagnosis and therapeutic intervention:
Interviewer: So, you haven't had a heart attack or anything like that, but you do have coronary artery disease, having had the angioplasty and the stent put in.
Geoff: I get angry when they say that because I'm supposed to be fixed. (Geoff)
Geoff struggles to reconcile his incongruous experience and outcome. He has CAD despite having undergone a procedure. To him, being 'fixed' meant being cured and requiring no further treatments. Although it is Geoff who is using the term 'fixed', other participants reported that their health providers had used this word to depict positive outcomes. In using this language, health providers perhaps are attempting to simplify, comfort, and reassure patients while rationalizing the necessity of invasive procedures.
Again, this example emphasizes the importance of clear patient-provider communication. During the discussion the interviewer is able to provide clarification:
What it tells us is that you do have the process of narrowing of the arteries so the vessels that they've worked on may be open, but it doesn't mean that that process hasn't affected or is still affecting other vessels…your mind may not be as unmuddled as you want it, but you're managing. . (Interviewer)
Yes, that's the word. I am managing the problem. I'm not fixing it but I'm managing it -(Geoff)
Discussion
The findings of this study demonstrate that discrepancies concerning participants' desires, motivations, understandings, and actions towards behavior change are common and should be anticipated. Discrepancies between what one should be doing and what one actually was doing reflected ambivalence toward change, which was apparent in patients who presented as motivated to change. This is an important factor to note.
Nurses, experts in patient education, have greater difficulty than other disciplines in utilizing MI techniques because patient education (providing information to patients from an expert), as nurses know it, is quite the antithesis of MI strategies. 24, 25 Therefore, providing information alone without seeking information regarding an individual's desires, abilities, reasons and needs can be a futile exercise. 
Conclusions
This article has focused on the contradictions and discrepancies voiced by participants to illustrate that these are useful opportunities to improve patient understanding and behaviors. Clinicians need to ask the right questions and appreciate that during discussions with patients, it is generally more important to listen more and talk less.
These data also represent the struggle for effective behavior change as well as discrepancies to improve disease management. This struggle, in turn, underscores the importance of using effective techniques such as motivational interviewing to assist patients to explore and resolve ambivalence. 
